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need for food services, and evaluate the safety of the living situation. Depending on the needs of the individual 
patient, we can also enlist our licensed social worker to help patients overcome barriers to accessing food 
assistance and home health aides. We can discuss improving medication adherence with the help of our 
pharmacists and enlist physical and occupational therapists to ensure the safety of our customer. Through this 
process, we are able to understand and address the individual's barriers to care and how we can support each 
patient, given his or her unique health situation, needs, and challenges. 

Data 

Cigna data collection tool 
To support our complex care programs, Alegis Care developed an electronic assessment tool on social 
determinants of health that is incorporated into its medical record. The template is copied below. 

Social Determinants of Health 
ld«iify slUlllons -ethere 8')pea<S 10 be e cleticiency S91fcanl enoui,,1o causea -lott'IS plllien's healh care.PleNe edd 
act:aiorlel commerts as WOlJd be helpf..C for oo.treech - . 

Barriers to Medication Adherenc:e 

I 1011 8/201 8 

Femq,, llynami<,IJSUpport Sy,,t11ms "'" there borriers lo medicelion arh:rence7 r Yes r. No 
r Yes r. No Uvng alone wih 2 or more cm:nc condlions. 

r Yes r. No LM,g alone wih sigri1icenl 1111 risk. 

r Yes r. No l:l6dequote supporlive care to meet pdiert's needs. 

r ves r. No nadequfllle 8UIJl)Orl pillll lhlll can progress wlh 
dedne h tie.,U, 

N yes, checlc el Iha IA)ly: 

r C*1n!ll afford medicalion 
r Does not ooder- i:lslrucliom. 

r Prefers not to take. 
r Cannot swelow/oli'lr,lsle, 

other. 

Primary caregiver:..-----
Power of Allo,ney: r s eme as PM*Y c aregiver. Doe8 petlerl: under&land why they are taldn9 the~ - s? r. Yes r No 

other Ceregivers: 

Access to care 
r Yes r. No 

r Yes r. No 

r v..s r. No 

r Yes r. No 

had~transportlliicn for medicel needs. 

m deciuol;e finences 1o c over co-pays for 
~ eacr.,ilorra. 

TroulJle coqJlexlles of - care 
system, O.e. knowt1g wt*'h prOYtcler lo aee; 

deel-lg Will -
ho(fe,qUfllle .,._ .-y h 1h, conmny 
(enc>U!tl pmwy or speclely providers) 

Home&wlronment 

r Yes r. No Lack of - houalng. 

r v..s r. No Lack of cleenliless. 

r Yes r. No Excessive cuter. 

r Yes r. No Home infeslekln. 

r Bed [luJ3 r Rodents 
r Fleas r Cockroeches 

r Vos r. No Lack of rl.nling weter~g. 

r Yes r. No Lack of elecll'iciy. 

r Yes r. No Lack of heeling. 

r Yes r. No Lack of ai' condililnng 

r Yes r. No nadequllla access 1o food. 

Readiness to Change 
Is polior(Jl..,-iy engagod In ago,g process? <' Yes r No 

H yes, chodc where they are in readiness1o 

r Precort~ 
r e.art~ 
r Preparation 

r Action 

r MaWenance 

~ toEng•menl 

Other Concerns: 

....... 
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r Yes io No lrie.dequee food ""91iy. 

r Yes r. No Sltlstence abuse ii home enlli'crvnent. 

r Yes .. No Uses asslstiYe deYlce, 
r Walker r v.tleelchetr 
r Hospllli Bed r Hoyer Lift r Oxygen or llltler reSl)lratory deVice 

r Yes io No lnadecµ,te home enYirmment for medical needs. 

r Yes Co' No Oysfunclion8lly barrier to health care. 

r Yes r. No Mental heath --in the home enworvnent 
r Ves Co' No Does not feel sate In home/eommunly 

Panonal 

r Yes r. No lnadequele COllSl!I skis. 

r Ye:s r. No tnadequete orgermdicn stils. 

r Yes Co' No lnadeql.lO!e complance. 

r Yes r. No Longu&lje barriers (English as a second._). 

r Yes r. No 1/\/ork ~ ciffaas (nobiityto leave w orlc for 
app!s). 

r Yes io No Recent loss of slgrifocant persan ii petierfi 11e 

Barriers to data collection 

Intervention Recommendations: 
Selecmg a ct«l(bo)( htte does NOT ctllllle an ardor 
~ an order la .--led, plaCe order In .&Menmenl and Plan 

r Provider home - ,-~-
r Social WOrk Referral 

r Behavic,ral Healh Refa'ral 

r case Marie.gemenl Referral 
r Oiscusslon will PCP 

(' Yes ('"' No Adult Protective Setviees conteeled 

Dete ear.acted I I I 

Notes; 

Save &Cfose 

m~ S Cfose•m ~ 11H, Social De/8rminants of ~:,Ith 
for 11H: par;cnt. 

Cigna developed this template to capture social risk factors for our home-based care delivery service team. Ideally 
information about these risk factors would be shared across providers and with the support agencies with which 
we partner to help our members access services. Unfortunately, we are often barred from sharing the information 
by privacy laws such as the Health Insurance Portability and Accountabi lity Act (HIPAA) without explicit 
permission from the members or care providers. Cigna fully supports the protections afforded under HIP AA, but 
also recognizes that it creates a barrier to offering our members comprehensive assistance in overcoming social 
risk factors to improve health. 

In addition to barriers caused by restrictions on the sharing of information, technological issues also create 
barriers to using data in this way. Information on social risk factors is often contained in many different systems 
used by a variety of agencies. The data are often not available in a readily accessible format that can be added to a 
patient's medical record or accessed by providers. 

Another way to better use data to support the identification of social risk factors would be to improve on existing 
available codes, known as "Z codes." These codes allow providers to identify certain elements of social risk 
factors and append them to a claim. Improved awareness and education around these codes and their use, along 
with more consistent use of such codes, would assist health plans in identifying risk factors for beneficiaries. 

Data analytics 
For the past several years, Cigna has been exploring opportunities to more effectively identify and address the 
social needs of our customers in order to drive better health outcomes. Socioeconomic conditions within a 
community determine important aspects of social organization, structure, stratification, and/or the environment 
where individuals live. These aspects together can mold and influence the health of people living in the 
community. Many studies demonstrate the relationship between under-resourced communities and poor health 
outcomes. One way to determine and/or characterize a community is to use several U.S. Census indicators 
representing the multi-dimensional aspect of a community and combine them to arrive at a composite score. 

In 2018, Cigna created the Social Determinants Index (SDI), a relative composite metric that characterizes a 
community at the Census-tract level based on the following six domains: economy, education, cultural, health 
coverage, infrastructure, and food access. A lower SDI score represents a Census tract with a lower level of social 
determinants risk factors than a community with a higher SDI score. 
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The SDI is designed to help us better understand the potential health disadvantages a community and the 
individuals within that community may face based on their geographic location. A health disadvantage is the 
inability of people to fulfill basic human needs required for full social participation and optimal health and well
being. These needs include, but are not limited to, economic security, food, housing, safety, transportation, and 
education. 

While the data that populates the SDI is primarily Census data, and inferences made at an individual level may 
not accurately depict the individual's situation, Cigna is using the SDI to better understand the challenges in a 
local community that may be influencing health status, health care utilization and outcomes. It allows us to design 
unique, carefully targeted interventions to help Cigna customers overcome the barriers that impact their ability to 
focus on their health. It also improves our ability to evaluate the relationship between social determinants of 
health and health inequalities. 

We are beginning to implement the SDI throughout the various clinical programs that support our members. For 
example, an evaluation of Cigna case management programs revealed the impact of SDI in case management 
engagement and outcomes. The evaluation demonstrated that as the SDI increases, a customer's likelihood to 
engage in case management decreases; however, when customers with a higher SDI do engage, there is a medical 
cost savings and reduction in emergency room visits. Once implemented, the SDI provides us with an opportunity 
to ask questions regarding social determinants of health to help address barriers by searching for resources 
available within their community, such as transportation to appointments or food banks or financial assistance. 

Summary 

Cigna's approach to addressing the social risk factors and needs of our Medicare members reflects the strong 
commitment we have made to serving low-income and dual-eligible members, and recognizes the multiple 
challenges that these individuals face in accessing care and improving their health. No single solution or program 
can erase these challenges. We continue to identify new barriers and opportunities to improve care and outcomes 
for these members. 

Thank you for your consideration of these comments. Cigna would welcome the opportunity to discuss these 
issues with you in more detail at your convenience. 

Respectfully, 

David Schwartz 


